Introduction
Cardiovascular diseases, including heart disease and stroke, are the world's largest killers. Early efforts to diagnose coronary artery disease (CAD) urged clinicians to seek noninvasive markers. One such marker is the diagonal earlobe crease (also known as Frank's sign). This fold or crease in the skin of the ear-lobe, originally described by Sanders T. Frank in 1973, is associated with CAD. Since then, several studies have shown, not only the association between the presence of the diagonal earlobe crease (DELC) and CAD, but also a correlation with the extent and severity of CAD, independent of cardiovascular risk factors. Many individuals suffer adverse events from atherosclerosis without having the classical risk factors like hypertension, hyperlipidemia, diabetes or obesity. Physical signs like DELC can identify individuals at high risk of atherosclerosis [1] .
The modern approach to detecting heart disease has likely forgotten the usefulness of the DELC, which may be used to identify those who are at higher risk of CAD. Patients with DELC may be at higher risk for coronary events, even if currently without diagnostic evidence of CAD. Broader recognition among primary care physicians of this easily detectable sign may facilitate early diagnosis in patients at risk for CAD. A 44-year-old male with past medical history of hypertension, was in his usual state of health until the morning of admission, when he was awakened by a substernal pressure-like chest pain associated with shortness of breath. He had no prior history of tobacco use, alcohol use, illicit drug use or family history of premature coronary artery disease. On admission, the patient was hemodynamically stable. Physical examination revealed an overweight male with bilateral earlobe creases ( Figure 1 ) and no other relevant findings. 
Discussion
The DELC has been described in literature as a surrogate marker that can recognize high-risk patients having occult atherosclerosis. After the initial publication in 1973, many studies have followed and reported the association between DELC and CAD.
The pathophysiological explanation underlying this correlation remains unclear. It has been proposed that the crease is an external sign of a microangiopathic lesion of terminal vessels that occurs in systemic diseases such as CAD. It was originally suggested that both earlobe and heart are supplied by end-arteries, thereby limiting the possibility for collateral circulation [2] . In a Japanese study, Higuchi et al. demonstrated that males with DELC have shortened telomeres. These findings suggested that DELC is a helpful physical exam finding of an accelerated aging process and a marker of high-risk patients. Other studies have suggested that degeneration caused by changes in the collagen to elastin ratio may be the final common pathophysiological pathway of both atherosclerosis and DLEC [3] . These changes were observed in biopsy specimens taken from earlobe creases that depicted vasculature morphology similar to the coronary bed, pathognomonic of CAD [2] .
Over the years, several studies have demonstrated that DELCs were independently and significantly associated with an increased prevalence of CAD and carotid arterial thickening. In addition, cohort studies have shown that high-risk participants with unilateral, bilateral, or no earlobe creases, have different prognoses of CAD [1] .
A recent study conducted in the US including patients imaged with computed tomography (CT) coronary angiography found that DELC was independently and significantly associated with increased prevalence, extent, and severity of CAD [4] .
Another study performed by Hou et al. investigated the role of DELC in the clinical outcome of patients who underwent successful coronary artery drug-eluting stents implantation. In patients with more than four risk factors, the presence of DELC was associated with higher chance of developing major adverse cardiac events after successful percutaneous coronary intervention [5] .
Lastly, further research on a larger scale might be indicated to validate the findings described in previous studies, which have generally used smaller sample sizes.
Conclusions
The DELC has been correlated with significant CAD in the absence of major risk factors. It has been suggested as a simple, noninvasive marker of cardiovascular disease which could alert clinicians to the presence of risk factors. As such, primary practitioners should be aware of this easily detectable sign to facilitate early diagnosis of CAD.
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